Section ofOphthalmology 1 163 other 2 patients had chronic relapsing scleritis, one with recurrent episodes over five years and the other over two years. All these scleritic patients were receiving powerful antirheumatic drugs. Most were on antiinflammatory analgesics. Some were on steroids, immunosuppressive drugs or penicillamine. The doses of these were varied according to the activity of the rheumatoid disease. In some cases there was convincing improvement on alteration of drug therapy, but in others the effect of these systemic drugs on the scleritis was disappointing.
Summary
We have confirmed a specific association with scleritis and rheumatoid arthritis, the scleritis being associated with the severity of the rheumatoid disease and particularly with the presence of systemic manifestations. When we reviewed these patients three years later, we found that 5 had died and in all of these the cause of death was directly related to the rheumatoid arthritis. We have found scleritis to be a not uncommon complication of rheumatoid arthritis, whereas others feel it is rare. The answer may be that there are two patterns or two extremes of a spectrum of scleritis in rheumatoid arthritis. The most common type is mild transient inflammation which often produces few or no symptoms and is easily missed unless specifically looked for, and heals leaving only mild scleral thinning; it often does not present either to the rheumatologist or to the ophthalmic surgeon. The chronic relapsing form continues to recur for many years and can lead to severe scleral atrophy. This is less common but it is this type alone which is usually reported. In the last 25 years at Taplow examination of the eyes of 668 patients with Still's disease has revealed 76 children with iridocyclitis and these have been the subject of a detailed study (Schaller et al. 1972) . This is the basic lesion from which all the main ocular problems stem with the exception of keratoconjunctivitis sicca which has been found at all ages from 4 upwards.
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Two striking observations emerge in these patients with iridocyclitis: (1) None has typical systemic disease, as shown by recurrent fevers, rheumatoid rash or other extra-articular manifestations such as rheumatoid nodules.
(2) None has rheumatoid factor positive disease.
As has been shown in the past (Smiley 1965 ) there are two contrasting types of iridocyclitis associated with Still's diseaseacute and chronic.
Of our 76 patients 15 are of the acute type, all male, the arthritis developing on average at 9.3 years of agemuch later than in the larger group with chronic iridocyclitis. The mean age of ocular involvement was 16.9 years and recurrent attacks in one or other eye occurred in 9 patients. There is nothing distinctive about the eye in an acute attack and it resolves almost completely if adequately treated with atropine and cortisone in the early stages. All the patients in this group have so far retained normal vision except one whose early treament was neglected elsewhere. The significant features of this group are the initial polyarthritis and the later changes in the sacroiliac joints and spine which clinically and radiographically are typical of ankylosing spondylitis. It appears, therefore, that acute iridocyclitis in a child who seems to have chronic polyarthritis is an indication that he will probably develop spondylitis and that the visual prognosis is good with adequate local treatment.
Of the 61 patients with chronic iridocyclitis 47 are girls and 14 boys with a mean age onset of arthritis of 3.9 years -very different from the acute group and from the average 8-year-old onset in the control group of 592 who did not develop iridocyclitis. In 6 of these children eye involvement preceded joint involvement by periods ranging from two months to as much as eleven years and the importance of following up a case of iritis in a child over many years is obvious if the cause is to be established. Because of the lack of symptoms with this chronic type of iridocyclitis the precise time of onset can be difficult to deter-mine, but most cases seem to develop within a few months or a few years ofjoint manifestations and none later than ten years in this series. The mean age of onset was 7 years. More than half the patients were quite unaware of eye involvement in the early stages and only 3 complained of pain.
Repeated routine eye examination is essential in any child with Still's disease and since early signs can be minimal slit-lamp microscopy is obligatory.
Iridocyclitis was unilateral in one-third and bilateral in two-thirds of our patients. For some unexplained reason involvement of the second eye occurs in the first few months after the original eye or not at all. The important concept that chronic iridocyclitis is more likely to happen in children with only a few joints involved was established at Taplow some years ago (Bywaters & Ansell 1965) and is well illustrated in this series: at disease onset 52/61 iridocyclitis patients had arthritis confined to four or fewer joints and currently at 12.9 years mean disease duration 34/61 remain with arthritis limited to four or fewer joints. In comparison, of 171 patients without iridocyclitis only 41 had pauci-articular disease at onset and only 34/153 at 15 year follow up. These differences are highly significant.
The course of the chronic iridocyclitis has been protracted, progressive and difficult to control in 39/61 patients. All these have required treatment with systemic steroids (in alternate day dosage so as not to suppress pituitary-adrenal function) in addition to local steroids and mydriatics. Acute exacerbations occasionally occur even in these chronic cases and can be so severe as to produce a hypopyon, fortunately rapidly controlled by an injection ofsubconjunctival cortisone.
Eighteen children have required surgery for band keratopathy, complicated cataract and, that most serious and blinding complication, secondary glaucoma. Forty out of 61 have suffered visual loss and of these 8 have become blind in one eye and 12 in both eyes.
Some of these children in the chronic group, however, do not get remorselessly worse and seem to have a better prognosis. They develop aqueous flare and cells, and keratitic precipitates but few or no synechim even after several years of inflammation. Band opacities, complicated cataract and secondary glaucoma do not develop and the condition gradually becomes quiet under treatment with normal vision. It is not known what determines this benign course but some 15 children in this series have followed it. As it happens they were all patients treated in this Unit from the beginning of inflammation, but one doubts whether this is the reason since at least an equal number have also been treated from the start whose eyes have pursued the down-hill path already described.
A fascinating and so far unexplained laboratory finding is that 51/58 of our patients with chronic iridocyclitis had positive tests for antinuclear antibodies. The antibodies are apparently not due to the iridocyclitis for in a number of cases it has been shown that they precede it. This is a useful prognostic test: sero-negative children without systemic disease, with only a few joints involved and positive antinuclear factor are strong candidates for chronic iridocyclitis.
In conclusion it seems that about 11 % of children with chronic polyarthritis develop iridocyclitis. The acute type can be controlled by local treatment; if this is given early enough in each attack it should mean that in the long term adequate vision is preserved. This outcome also seems to be achieved in about 25% of patients with chronic iridocyclitis, but for a high proportion of the rest of this group the visual prognosis is poor. At least the children most at risk can now be detected and by constant supervision it should be possible to start treatment at an early stage of ocular involvement.
